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Acute Traumatic Spinal Cord Injury Surveillance — 
United States, 1987 


In 1987, the Council of State and Territorial Epidemiologists (CSTE) recommended 
designating traumatic spinal cord injuries (SCls) as the first injury condition report- 
able to state health agencies and to CDC. In that same year, two surveys were 
conducted to identify existing registries for SCis in the United States. One survey, 
which was conducted by the Spinal Cord Injury Program in Florida, used a computer- 
based information exchange system to gather information from vocational rehabili- 
tation agencies. Agencies in 82% (42 of 51) of the states and the District of Columbia 
replied. The second, a telephone survey, was conducted independently by the 
National Spinal Cord Injury Association (NSCIA).* State health departments in all 50 
states’ were contacted. 

Each survey identified eight states as having SCI registries; however, the results of 

the surveys differed. These results and information obtained by personal communi- 
cation indicate that the following 14 states have registries for traumatic SCI: Alabama, 
Arkansas, Colorado, Florida, Georgia, lowa, Louisiana, Maryland, Missouri, Okla- 
hema, New Jersey, North Dakota, Virginia, and West Virginia. In ten states, reporting 
is mandated by law; it is voluntary in the remaining four states. In most states, SCI 
data are collected to aid in planning for rehabilitative services. 
Reported by: the Spinal Cord Injury Program, Div of Vocational Rehabilitation, Dept of Labor and 
Employment Security, Tallahassee, Florida. J Spack, JD, National Spinal Cord Injury Assoc, 
Woburn, Massachusetts. GR Istre, MD, State Epidemiologist, Oklahoma State Dept of Health. Div 
of Injury Epidemiology and Control, Center for Environmental Health and Injury Control, CDC. 
Editorial Note: CSTE’s recommendation to designate SCis as reportable was based 
on the magnitude of the morbidity and mortality due to traumatic SCls, the cost 
associated with these injuries, and the potential for their prevention. It is a practical 
choice because the number of cases is manageable and consensus can be reached on 
the case definition. 

Estimates of the incidence of acute traumatic SC/i in the United States range 
between 28 and 50 injuries per million persons per year (7 ). At present, there are over 
200,000 cases of SCI in the United States (2 ). Older adolescent and young adult males 
are at high risk for SCI. The consequences of injury for persons in these age groups 
include reduced lifetime employment, limited productivity, and decreased quality of 
life. Injured individuals may also need special services throughout life (7). The direct 
medical costs of these injuries to the federal government exceed $4 billion per 
*NSCIA is a private, nonprofit national health agency that serves as a resource and clearing- 


house for information on SCis, including prevention and rehabilitation. 
*The District of Colurnbia was not contacted. 
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year (3). Lost earnings associated with SCi are estimated to be $3.4 billion (in 1987 
dollars) annually (Department of Rehabilitation Medicine, University of Alabama/ 
Birmingham, unpublished data). 

Surveillance is needed to better define the national incidence of acute traurnatic 
SCI, to identify high-risk groups in order to target prevention strategies, and to 
determine etiologies so that prevention programs can be developed. The data 
presently collected by SCI registries may be useful in targeting high-risk groups and 
determining etiologies. However, case definitions, reporting sources, and level of 
information collected vary among registries. 

CDC is working with CSTE and other interested groups to 1) review existing 
surveillance systems and registries for acute traumatic SCI, 2) determine the infor- 
mation needs of public health and clinical practice, 3) develop a workable case 
definition, 4) determine the information to be collected, and 5) identify reporting 
sources. SCI is one of the disabilities targeted for support by CDC’s disabilities 
prevention program. This program will provide state and local agencies with funding 
to prevent primary and secondary disabilities such as those caused by acute 
traumatic SCis. 

The public health benefit of registries at the local level can be realized only if the 
information collected is useful to those planning intervention strategies. The imple- 
mentation of these strategies may involve the participation of many agencies within 
the state or local government, along with private interest groups. Registries will be 
useful at the national level only if a standard case definition is used and if information 
is collected, analyzed, and interpreted consistently and systematically. 
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Update: Acquired Immunodeficiency Syndrome (AIDS) — Worldwide 


As of March 21, 1988, 136 countries or territories throughout the world had 
reported a total of 84,256 cases of acquired immunodeficiency syndrome (AIDS) to 
the Global Programme on AIDS (GPA) (formerly the Special Programme on AIDS) of 
the World Health Organization (WHO) (Table 1).* Thirty-seven countries or territories 
had reported no AIDS cases. Reports are based on either the CDC/WHO surveillance 
definition (1,2 ), the WHO clinical definition (3 ), or a physician’s diagnosis. From 1979 
through March 21, 1988, the number of AIDS cases increased markedly in all 
geographic regions (Figure 1). The cumulative world total increased from 11,965 in 
1984 to 25,150 in 1985 (a 110% increase) and to 48,413 in 1986 (a 92% increase). 
Because of reporting lags, the global total of AIDS cases reported for 1987 is not yet 
complete; however, as of March 21, 1988, 34,913 cases had been reported for 1987 


*Because of varying reporting practices, AIDS case data are not available for all countries for the 
same time period. 





Vol. 37 / No. 18 MMWR 287 


AIDS — Continued 


(a 72% increase). Data on the distribution of AIDS cases by region are presented 
below, followed by a discussion of the findings. 
Americas 

Forty-two countries in the Americas have reported 73% of the world total of AIDS 
cases. As of March 21, 1988, the United States had reported a total of 54,233 cases. 
The case count in Brazil was 2,325; the number had increased from 801 at the end of 
June 1986 to 1,695 at the end of June 1987. Canada has reported a tota! of 1,517 cases. 
The following additional countries reported over 100 cases: Haiti (912), Mexico (713), 
Dominican Republic (352), Trinidad and Tobago (206), Bahamas (163), Colombia 
(153), Argentina (120), and Venezuela (101). 
Europe 

Twenty-eight countries in Europe have reported 13% of the world’s total AIDS 
cases. Between December 1986 and December 1987, the number of cases reported 
from Europe to the WHO Collaborating Centre on AIDS (4) in Paris, France, increased 
by 124%. The greatest number of cases has been reported from France (3,073), the 
Federal Republic of Germany (1,669), Italy (1,411), the United Kingdom (1,227), 


TABLE 1. AIDS cases reported to the World Health Organization (WHO), by continent, 
1979 — March 21, 1988 





Number of Countries or 
Territories Reporting 
1 or More 

Continent No Cases Cases 
Africa 8 42 
Americas 2 42 
Asia 231 16 21 
Europe 1 27 
Oceania 834 10 4 


Total 84,256 37 136 











FIGURE 1. Total AIDS cases reported to the World Health Organization, 1979 — 
March 21, 1988 
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and Spain (789). The highest rates per population size are in France, Switzerland, and 
Denmark. Four countries with over 100 cases (Austria, France, Italy, and Spain) 
reported increases of more than 100% between December 1986 and December 1987. 
The lowest rates were reported from the Eastern European countries. 

Ninety-two percent of patients reported from Europe were European; 4% were 
African; 1% were from the Caribbean; and 3% were from other countries (4). The 
relative percentage of patients who have been reported from Europe but whose 
country of origin is Africa has been decreasing over the past 2 years." 

The age distribution of patients in Europe (Table 2, see page 293) is similar to that 
in the United States except that Europe has a higher percentage of patients under 19 
years of age (3% compared with 2%). Europe has a lower percentage of adult patients 
in the homosexual and homosexual/intravenous-drug-user transmission categories 


Such patients accounted for 12% of cases reported for Europe in June 1985, 6% in June 1986, 
and 4% in December 1987. 


(Continued on page 293) 


TABLE |. Summary — cases of specified notifiable diseases, United States 
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TABLE ll. Notifiable diseases of low frequency, United States 
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TABLE lll. Cases of specified notifiable diseases, United States, weeks ending 
May 7, 1988 and May 9, 1987 (18th Week) 


Encephalitis S , Hepatitis (Viral), by type 
Primary (Civilian) A 8 
1988 1987 


1988 1988 
228,113 276,918 


6,983 9,365 
157 282 
104 158 
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15,000 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
May 7, 1988 and May 9, 1987 (18th Week) 
weereite uty | ehock | Tuberetone | Tate, | Typholt | Hextamel 
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TABLE IV. Deaths in 121 U.S. cities,“ week ending 
May 7, 1988 (18th Week) 
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than the United States and a higher percentage in the heterosexual, blood-related, and 
undetermined/other categories (Table 3). In addition, Europe has a higher percentage 
of pediatric patients in the hemophilia/coagulation-disorder category than the United 
States and a lower percentage with a parent with AIDS or at increased risk for AIDS. 

Intravenous (IV) drug users account for 64% of adult patients in Italy and 53% of 
adult patients in Spain. Both countries together reported 66% of the IV-drug-related 
cases in Europe. In the following six countries reporting more than 50 cases, 75% or 
more of the patients were homosexual males: the Netherlands (88%), the United 


TABLE 2. AIDS cases, by age group and sex — 28 countries in the World Health 
Organization's European Region, December 31, 1987 


Age Group Male (%) 
0-11 mos 40 (0.9) 
1-4 yrs 52 (1.0) 
5-9 yrs 24 (0.3) 

10-14 yrs 29 (0.3) 

15-19 yrs 77 (0.9) 

20-29 yrs 2,325 (28.2) 

30-39 yrs 3,440 (36.3) 

40—49 yrs 2,031 (20.7) 

50-59 yrs 736 789 (7.7) 

= 60 yrs 281 (3.3) 

Unknown 38 43* (0.4) 


Total 9,073 10,181 (100.0) 
*Sex of three patients is unknown. 











TABLE 3. Reported AIDS cases among adult and pediatric patients, by transmission 
category — Europe, December 31, 1987, and United States, January 4, 1988* 





Europe United States 
Transmission Categories of Patients No. (%) No. (%) 
Adult Patients 
Homosexual/Bisexual Male (59) 32,138 (65) 
Intravenous (IV) Drug Use (20) 8,511 (17) 
Homosexual Male and IV Drug Use (3) 3,726 (8) 
Hemophilia/Coagulation Disorder (4) 494 (1) 
Heterosexual Contact (6) 1,987 (4) 
Transfusion (4) 1,144 (2) 
Other/Undetermined (5) 1,515 (3) 


Total (100) 49,515 (100) 


Pediatric Patients 
Hemophilia/Coagulation Disorder (15) 40 (5) 
Parent with/at Risk for AIDS (68) 577 (77) 
Transfusion (15) 99 (13) 
Other/Undetermined (2) 34 (5) 


Total (100) 750 (100) 
*The latest data analysis available for Europe is for December 31, 1987. The January 4, 1988, 


U.S. analysis is used here because it most closely approximates the time frame of the European 
analysis. 
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Kingdom (87%), Denmark (86%), Sweden (81%), Norway (79%), and the Federal 
Republic of Germany (76%). 
Africa 

Thirty-eight countries in the African Region have reported 13% of the world’s total 
AIDS cases. Fifteen African countries reported more than 50 cases each. Zimbabwe® 
and Zaire have each reported 300 to 500 cases, and Uganda, Tanzania, Congo, Kenya, 
Burundi, Rwanda, Malawi, and Zambia have each reported more than 500 cases. 
Central, eastern, and southern Africa have reported the largest number of cases. 
Although cases were first officially reported from Africa in the second half of 1982, 
over 70% of all cases (7,906) were reported in 1987. 

Other Areas 

Oceania has reported a total of 834 AIDS cases; Asia, a total of 231 cases; and the 
eastern Mediterranean countries, 100 cases. The major reporting countries (>20 
cases) from these areas were Australia (758 cases), New Zealand (74), Japan (59), 
Qatar (32), and Turkey (21). 

Discussion 

Worldwide AIDS surveillance is coordinated by GPA at WHO in Geneva. Reports 
are received from collaborating centers, including CDC in the United States, the WHO 
Collaborating Centre in Paris, and WHO regional offices and ministries of health. 
Accuracy and completeness of AIDS reporting vary in different areas of the world. In 
1985, a review of death certificates in the United States suggested that 89% of AIDS 
cases meeting the surveillance definition were reported (5). In Africa, reporting has 
only recently started in some countries and is, therefore, incomplete. Consequently, 
the proportion of AIDS cases that are reported in Africa is unknown. The WHO clinical 
case definition, used in areas where the prevalence of HIV is high, has a specificity of 
over 90% (6). 

Epidemiologic studies indicate three broad yet distinct geographic patterns of 
transmission. Pattern | is typical of industrialized countries with large numbers of 
reported AIDS cases, such as North America, Western Europe, Australia, New 
Zealand, and parts of Latin America. In these areas, most cases occur among 
homosexual or bisexual males and urban IV drug users. Heterosexual transmission is 
responsible for only a small percentage of cases but is increasing. Transmission due 
to exposure to blood and blood products occurred between the late 1970s and 1985 
in these countries but has now been largely controlled through the self-deferral of 
persons at increased risk for AIDS and by routine blood screening for human 
immunodeficiency virus (HIV) antibody. The ratio of male to female patients ranges 
from 10:1 to 15:1, and, to date, perinatal transmission is relatively uncommon. 
Overall population seroprevalence is estimated to be less than 1% but has been 
measured at up to 50% in some groups practicing high-risk behaviors, such as IV drug 
users and men with multiple male sex partners. 

Pattern Il is observed in areas of central, eastern, and southern Africa and in some 
Caribbean countries. In these areas, most cases occur among heterosexuals; the male 
to female ratio is approximately 1:1; and perinatal transmission is relatively more 
common than in other areas. IV drug use and homosexual transmission either do not 
occur or occur at a very low level. in a number of these countries, overall population 
seroprevalence is estimated at more than 1%, and, in a few urban areas, up to 25% of 


FAs of April 1988, Zimbabwe officially retracted its report of 380 cases pending a national review 
of the accuracy of its reporting system. 
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the sexuaily active age group is infected. Transmission through contaminated blood 
and blood products has been a significant probiem and continues in those countries 
that have not yet implemented nationwide donor screening. 

Pattern Ill is found in areas of Eastern Europe, the Middle East, Asia, and most of 
the Pacific. HIV appears to have been introduced into these areas in the early to 
mid-1980s, and only small numbers of cases have been reported. Homosexual and 
heterosexual transmission have only recently been documented. Generally, cases 
have occurred among persons who have traveled to endemic areas or who have had 
sexual contact with individuals from endemic areas, such as homosexual men and 
female prostitutes. A small number of cases due to receipt of imported blood 
products has been reported. 

Under its charter, the World Health Assembly of WHO has authorized GPA to 
develop and coordinate a global strategy for AIDS prevention and control. As of 
March 1988, 115 member states had agreed to collaborate in supporting and 
developing short-term (<1 year) plans for AIDS control. Between February 1987 and 
March 1988, GPA provided over 250 consultant visits to assist countries in developing 
these plans. 

WHO is conducting worldwide surveillance of AIDS, developing standardized 
methods for HIV serosurveys, and creating a Global Commission on AIDS to provide 
GPA with scientific and technical guidance. In addition, experts have met in Geneva 
to discuss a variety of HIV-related issues. Health promotion and HIV prevention 
strategies have also been developed." GPA is organizing a network of specimen banks 
for geographically and temporally representative retroviral isolates and sera. GPA is 
also collaborating with a working group of leading AIDS virologists to standardize the 
characterization of HIV and related human retroviruses. 

Although the number of AIDS cases is expected to increase significantly over the 
next few years, there is growing confidence that the spread of HIV can be stopped. 
Stopping HIV infection, however, will require a commitment that goes beyond 
geographic boundaries. Education and the means to eliminate or modify risk factors 
and risk behaviors will be the key. The global control of AIDS will require both 
committed national AIDS programs and strong international coordination, coopera- 
tion, and leadership. 

Reported by: J Chin, MD, CF von Reyn, MD, K Esteves, G Peterson, MD, E Brenner, MD, J Mann, 

MD, Global Programme on AIDS, WHO. JB Brunet, MD, RA Ancelle, MD, WHO Collaborating 

Centre on AIDS, Institut de Médecine et d’Epidémiologie Africaines et Tropicales, Paris, France. 
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FIGURE |. Reported measies cases — United States, Weeks 14-17, 1988 
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